Atask force from the American Professional Society on the Abuse of Children (APSAC) has proposed a clarification of definitional issues in Munchausen by proxy (MBP) (Ayoub et al., 2002 [this issue]) . The authors begin with the premise that MBP is a form of child maltreatment in which an adult falsifies physical and/or psychological signs and/or symptoms in a victim causing that victim to be regarded as ill or impaired. The motivation for this behavior is for the perpetrator to meet his or her psychological needs.
They then clarify that this form of child abuse consists of two components. The first is the identification of victimization to the child. The new term pediatric condition falsification was suggested as the appropriate CHILD MALTREATMENT, Vol. 7, No. 2, May 2002 112-124 © 2002 Sage Publications label for this type of behavior, regardless of the reasons for the behavior. The second component is the identification of the psychological motivation of the perpetrator. It was proposed that the term factitious disorder by proxy replace the current Diagnostic and Statistical Manual of Mental Disorders, 4th ed. (DSM-IV), diagnostic code factitious disorder, NOS (American Psychiatric Association, 1994) . This psychiatric diagnosis is given to the perpetrators of this form of abuse and identifies the apparent motivation of the alleged perpetrator. The psychological needs that the parent is attemptingto have met through this type of abuse can vary but is often the desire to be seen as a good parent, to receive attention and care from others, and/or to be seen as a martyr or victim.
In most cases of MBP, it is a woman who presents falsified symptoms on behalf of her child. Therefore, we will usually refer to the suspected perpetrator as the mother. However, it must be noted that fathers, extended family members, and foster parents may also be perpetrators of MBP behaviors.
MBP is thought to be rare (Bools, 1996) ; however, there are many obstacles to accurately recognizing and validating this abuse due to continued differences in the definition of MBP and difficulty makinga firm diagnosis. Many incidents of MBP abuse may also go undetected and/or unreported, and some children are erroneously identified as MBP victims. The purpose of this article is to present guidelines for the forensic evaluation of possible illness falsification and factitious disorder, NOS, and for formulatingrecommendations. Recommendations for the hospital evaluation of MBP are published elsewhere (Sanders, 1999) .
FORENSIC EVALUATIONS
The purpose of a forensic evaluation is to provide information to the court to help in forminglegal decisions. An evaluator, or expert witness, is asked to "educate" the trier of fact (jury and/or judge) on topics on which the court needs more information. Experts may be asked to provide general education on a topic and/or to evaluate and form an opinion about a specific case. The forensic evaluator must address only questions they are asked and qualified to answer and must do so in a scientific and unbiased manner. Ideally, the evaluator is "court-appointed," which means that they are beingasked directly by the court to provide information. As such, there is no appearance that the expert is biased for one side or another. Although an expert can legally be hired by one side, with or without the agreement of all parties, efforts to address the real and/or perceived presence of bias are important.
When asked to conduct an evaluation to form an opinion about the case, the evaluator should be allowed to review all pertinent information. In the case of suspected illness falsification, the evaluator must be able to review all available medical records and any other records the evaluator deems important. It is strongly recommended that experts refrain from evaluating for possible illness falsification when this condition cannot be met. To determine if the suspected perpetrator meets criteria for a factitious disorder, the evaluation also requires a psychological assessment of the suspected parent.
When the court appoints an evaluator, the parties can be ordered to provide the necessary records and to participate in the evaluation. Evaluators who are not actingas a court witness may or may not have the cooperation of all parties and/or the support of the court. An expert may be hired to testify in dependency, criminal, family, or civil court. Evaluators should be aware that the questions being asked of them would differ depending on the court in which they are being asked to testify. Also, the burden of proof differs in the various courts. For example, the legal questions in criminal court, where the burden of proof is "beyond a reasonable doubt," are typically concerned with justice and may include the following:
1. Does the data support the probability of child abuse (or, did a crime occur)? This question is referred to as finding of fact. 2. Does the parent have a psychiatric diagnosis that would speak to motivation for the crime? This question may be important as it provides some information toward assessingcriminal responsibility and also to sentencing and treatment possibilities.
On the other hand, the legal questions in dependency court, in which the burden of proof is a likelihood of abuse, are more concerned with protecting the minor and may include the following:
1. Is there evidence that child abuse has occurred? How has the child been harmed as a result of the alleged abuse? 2. Are reasonable efforts at family reunification required? How should this be accomplished to protect the child and preserve the rights of the parents? 3. What are the treatment prognoses? What management and treatment recommendations should be implemented given the prognosis and court constraints?
IS IT LIKELY THAT ILLNESS FALSIFICATION OCCURRED?
Similar to the assessment of other forms of child abuse, such as physical or sexual abuse, the determination of whether abusive illness falsification has taken place is typically based on circumstantial rather than direct evidence because it is rare that someone directly observes an abusive act. The question of illness falsification can often be answered by conducting a thorough medical record review.
It is important to obtain all the medical records of the index child (includingbirth records) as well as all the medical records of all the other siblings and the mother (or other suspected perpetrator). There is evidence in the literature of fabricated illness and death due to unidentified causes in siblings of index children (Bools, Neale, & Meadow, 1992) . Conversely, sometimes there are false stories of siblingillness presented, perhaps as a means of lending credence to the illness story for the index child. In addition, a significant number of women who engage in illness falsification on behalf of their children also report many unsubstantiated somatic symptoms and/ or medical problems in themselves (Bools, Neale, and Meadow, 1994) . Finally, the medical records of other family members could provide clues, previously overlooked, that would solve the medical mystery of the suspected victim and reduce suspicion of MBP.
Medical facilities often keep separate records for clinic visits, emergency department visits, hospitalizations, and home visits. Consequently, it is important to ask for all records from all medical facilities the family visited to obtain an accurate estimate of the frequency of contact with medical services. For families who use many medical care facilities, additional records may be obtained from nearby hospitals not initially listed by the suspected abuser. It is sometimes necessary to request notes from mental health profes-sionals separately from the medical record (some facilities consider these documents more confidential than the medical notes, or unrelated to the primary medical problem). It is useful to document if any records appear to be missing or incomplete. Sometimes the mothers falsely report that records have been lost or stolen. It is important to persist in obtaining the all the records.
Chronologically summarizing the medical contacts will reveal patterns of health care utilization, including the number of facilities and specialty services involved in the family's care. It will also illustrate the family's illness and medical treatment trajectories, as well as the behaviors of the family members during individual medical service contacts. It is also important to note missed appointments and hospital discharges against medical advice. The creation of a table is extremely helpful. The table should include the following information for each health care contact: name of patient, date, location, reason for contact, reported signs/symptoms as stated by caregiver, objective observations documented by health care provider, conclusions/diagnoses made, treatment provided, efficacy of treatment, and other comments or observations (see the appendix for an example). Common mistakes made when a medical record review is performed include (a) failing to identify or consider the source of information, (b) failing to examine primary data (test results, rather than simply the interpretation of test results), (c) failingto evaluate if health care provider diagnoses or conclusions match objective data, (d) failing to consider if objective findings could have been falsified or induced, and (e) failing to consider if the medical record makes sense.
Once a general review of records is complete, the evaluator may need to obtain releases to consult with the writer of some of the records for clarification. For example, in the case of a child in which seizures were reported, we could not find evidence that anyone had witnessed a seizure except for a note from the emergency room (ER) that read, "Child unconscious for 8 minutes, blue." When we contacted the writer, we found that he had not observed this but had written what the mother had reported.
Also after completion of the record review, the evaluator may need to consult the medical team or other medical experts (in the specific area of symptom presentation) to address the unusual medical findings as to their differential diagnosis of the symptoms. It is important to note that a nonphysician may compile, organize, and analyze the behavior patterns revealed in medical records but may not make medical diagnoses unless they have a qualification that would allow them to do so. Therefore, it is useful to have a physician or other qualified medical care provider also review the records if needed. For example, further review by an expert of the diagnosis of chronic intestinal pseudo-obstruction (which is thought to be even more rare than MBP) has led to the conclusion of a misdiagnosis in several cases of MBP (Hyman, Bursch, Beck, DiLorenzo, & Zeltzer, 2002 [this issue]) . Ideally, medical experts should have experience both in their area of expertise and with illness falsification, and they should be informed of the concerns or questions at hand.
EVALUATION OF RECORD REVIEW
Once the table is complete, an assessment of the data is needed to interpret the findings. The cornerstone of an MBP evaluation is the assessment of the veracity of claims made by the suspected caregiver. If the suspected caregiver is not inducing symptoms, the veracity of the claims can often be determined by inconsistencies found in the medical record. If the caregiver is inducing illness, the veracity of the claims is also questioned by assessing the logic and likelihood of the medical presentation and by searching the records for signs of induction. Following is a list of findings that could be considered strongly supportive MBP evidence obtained from the medical record.
Evidence of Induction of Symptoms
Sometimes the records will reveal that the mother was observed (either directly or with the use of video) in the act of inducing illness, such as smothering the child. Or, other strongly suggestive evidence may be found in the room, such as syringes or laxatives that were not left behind by a member of the nursingstaff. Laboratory results may also be an indicator that a substance was introduced into the child's body.
These rare types of evidence have often been referred to as "smoking gun" evidence and have been touted as the best type of evidence to obtain. However, it is critical to remember that not all cases of MBP include symptom induction and that children can be at fatal risk even when induction is not involved. Even when smoking gun evidence is obtained, a complete review and analysis of medical records is still recommended to provide a comprehensive evaluation that does not hinge on one piece of information that could be discounted in court.
Evidence of Feigning of Symptoms
The records may reveal that the parent has feigned symptoms, for example, presentingthe child's bloodstained diaper and the stain turn out to be ketchup, lipstick, or the parent's blood. Laboratory tests, vital signs, nutritional intake, physical examinations, and many other indicators of health status have been feigned in cases of MBP.
Other Evidence of Illness Falsification
The most usual types of evidence, and the most compelling, are patterns of behavior and events that occur over time and indicate that illness falsification is likely. In cases of serial MBP, or MBP with multiple children, it is particularly helpful to include all records in this analysis.
Recurrent Illness That Appears Unusual
More than likely, the medical records of a victim of MBP will reveal persistent and recurrent illness that "does not make sense." For example, illness in which there appears to be no known origin, illness that appears especially resistant to treatment, or illness in which the symptoms appear unusual, for example, persistent and severe vomitingwith no other signs or symptoms of illness.
Symptom Occurrence
In the analysis of past medical complaints, it is useful to look for patterns of occurrence. For example, in one case, the mother had several extremely high fevers of unknown origin and later, when her child was born, the child also had unexplained high fevers. In another case, the child always had illness episodes on the same day of the month and was always in the hospital on her mother's birthday. It is helpful to graph such findings for the court.
Lack of Continuity of Care or Appropriate Communication
Lack of medical continuity of care or of appropriate communication among medical professionals may constitute medical neglect. Evidence for MBP becomes apparent when there is a false representation of health care contacts, for example, a parent who is bringing a child to four different medical centers for seizures but not reporting her other medical care contacts to allow the physicians to communicate and coordinate care for the child. This suggests a volitional attempt to conceal her health care behaviors, especially if the information is concealed when directly asked. Also of significance is evidence of parental refusal to release records or share important medical information among healthcare and/or school personnel.
Inconsistencies
The records should be reviewed for inconsistencies amongthe records as well as inconsistencies between what is reported in the forensic interview (if applicable) and past histories given. This is a critical part of the MBP evaluation because it directly reveals a pattern of volitional falsification. There are many types of inconsistencies. Several are described below.
• Reported symptoms do not match objective findings.
For example, a caretaker reports that her child has been unable to keep any food or fluids down due to diarrhea and vomitingfor 4 days. However, when the child is seen medically, he appears to be in no distress whatsoever and is clearly well hydrated. Of note, many physicians have had the experience of speaking with a parent who amplified her child's symptoms for fear the physician would not listen to her or because her anxiety led her to experience the child's symptoms in a more amplified manner. The parent may exaggerate the child's symptoms such that the child is recurrently subjected to unnecessary medical diagnosis and treatment, thus representing a situation of abuse (whether it is MBP or not). The evaluator will need to assess if the exaggeration "crossed the line" of child abuse due to invasive and needless interventions. In the case described above, both the frequency and consequences of this type of presentation help to determine if the behavior is dangerous.
• Reported medical history does not match previous medical records. For example, the mother may report that the child was premature and weighed only 4 pounds at birth, whereas the birth records indicate a full-term, healthy, 8-pound infant. There are many examples of mothers who have vastly underreported or overreported the past medical history or health care utilization of their children.
• Diagnoses do not match objective findings. For example, children have been brought to the ER for asthma attacks without any objective evidence that they are havingdifficulty breathing. It is usually reasonable to believe the reports of the family, to diagnose an asthma exacerbation, and to prescribe asthma medications accordingly. One would expect, however, that in the vast majority of true asthma attacks, ER staff members would document objective evidence of asthma.
• Behavior of parent does not match expressed distress or reports of symptoms. For example, despite reports of serious symptoms, the parent misses appointments or signs the child out of the hospital against medical advice. Our experiences include a mother who called to speak with the doctor because her child was vomiting uncontrollably, but when the physician quickly called back, she and the child had gone out shopping. Another example is a mother who reported numerous potentially life-threateningapnea episodes in the hospital and then wished to be discharged before the diagnostic tests had been completed so she could attend a social event.
• Other history reported is determined to be false.
Many women who engage in MBP tell false fantastic stories on a variety of topics. We have had numerous experiences of mothers reporting that they were assaulted and discovered that these reports were factitious. They also might tell stories about engaging in heroic behavior or being exceptional in some manner. Most of the fabricated stories are feasible but highly unlikely. Collateral records and/or interviews with others are helpful to determine the veracity of such stories.
• Medical record names and numbers do not match.
Even within the same institution, different names have been used for a child, creatingdifferent medical record numbers and separate charts. Although it is possible that this accidentally occurred because of a formal name change, it is sometimes a means of hidingthe fact that the child has been previously seen in the same facility. The presence of multiple medical record identities is especially worrisome if the caregiver also fails to report relevant other medical service contacts.
Other Records
There are many types of records that can be useful in determiningthe presence or absence of discrepancies, suggesting illness falsification or other types of deception. Depending on the case, examples might include school records (nursing, attendance, and academic), court documents, police reports, depositions and testimony, letters and other correspondence, health insurance claims records, disability records, or employment records.
SEPARATION TEST
Many times the child is separated from the parent when MBP is suspected. It is extremely helpful to obtain information regarding the child's symptoms following the removal of the alleged abusing parent. If the child's physical condition improves when away from the parent (e.g., persistent diarrhea does not occur), this can be considered circumstantial evidence that the parent falsified the symptoms. In In the Matter of Jessica Z (1987), the doctrine of "res ipsa loquitur" or the "thingspeaks for itself" was applied to establish that the infant's persistent diarrhea was caused by the mother's giving the child laxatives because the child recovered after being removed from her mother's care. It was determined that only the mother was motivated to cause the child's illness, based on a medical expert's testimony that the mother likely suffered from MBP. However, many times courts do not rely only on the doctrine of res ipsa loquitur but require more extensive evidence. Again, this speaks to the importance of conducting a careful and thorough medical record review even when the separation test seems compelling. In addition, it may be necessary to obtain explanations from those with expertise in the medical condition to address any other likely explanations for the child's improvement, or lack of improvement, when the child is separated from the caregiver.
Symptoms do not always disappear after separation, however. Ongoing symptoms could indicate that the symptoms are legitimate or that the child is not being sufficiently protected. There are documented cases in which children have been surreptitiously poisoned duringmonitored visits. Also, it is important to remember that children with pre-existing medical problems could also be targets of MBP abuse. In addition, some previously healthy children develop physical symptoms, as a direct result of medical treatments or related to anxiety, that take a while to resolve after separation or that are permanent.
Finally, if the medical treatment is altered at the same time that the separation occurs, it is sometimes difficult to discern the cause for a change in health status or symptoms. In such circumstances, the logic behind the health status change needs to be addressed. For example, (a) Does it make sense that that symptoms would increase, change, decrease, or disappear given the change in treatment? and (b) Why was the child placed on the original treatment regime to begin with? For example, consider a child who was placed on seizure medications based solely on his mother's false reports of seizure activity and then placed in protective custody and taken off all medications when MBP was suspected. One would expect that the new caregiver would not observe seizures. On the other hand, one would expect the child might be less drowsy because drowsiness is a common side effect of seizure medications. Finally, discontinuation of the seizure medications would not be considered a logical reason for the seizures to suddenly cease.
USE OF THE MBP PROFILE
Many articles in the literature have outlined the behavioral profile of typical MBP abusers (Artingstall, 1999; Parnell & Day, 1998) . Although the profile has had utility in raisingawareness about the possibility of MBP in otherwise seemingly caring families, it is not sufficient to conclude that MBP occurred. The rea-sons for this are twofold. First, the profile overlaps substantially with those behaviors commonly seen in mothers who are strongadvocates for their genuinely ill children, giving the profile poor discriminatory power. Second, a number of MBP abusers do not fit the traditional profile, giving the profile poor sensitivity to detect this atypical subgroup of MBP abusers. In contrast, the medical record review described above is designed to discover direct evidence for illness falsification regardless of how well the suspected abuser fits a profile. We do not support the use of profilinga parent as the way to diagnose MBP, but it may be supportive of a conclusion of MBP when viewed within a larger context of evidence revealing illness falsification. In addition, some courts will not even listen to profile evidence. We present various aspects of the profile here to clarify some of the problems and complexities associated with the use of it.
Life revolves around child's "illness." Many parents who engage in MBP behaviors are constantly seen at the child's bedside, and some have reported that they have had to quit their jobs to care for the sick child. However, others do not remain at the bedside and are actually hard to find at times. In two cases, the mothers were frequentingthe ER themselves with factitious illness. Of course, it is also relatively common for mothers of seriously ill children to be frequently present in the hospital.
Does not appear relieved with normal test findings. Some physicians have been shocked when they happily give the parent test results that rule out a significant illness and are met with an angry parent. However, it is important to realize that it is what the parent does with the information that is more important than her immediate response. Sometimes the parent engaging in MBP does indicate relief with the results, leaves the hospital, and presents again in another facility for evaluation of the same problem. At the same time, the parent with an ill child may not be relieved with test findings when this indicates to her that the cause of a serious illness has not been found.
Promotes invasive tests or procedures.
Many have found that the mother who engages in MBP behaviors appears to actively push for various invasive procedures and treatments, perhaps to lend more credence to the story of illness. However, the concerned parent with a truly ill child will tend to allow the physician to do whatever test or procedure is deemed necessary to diagnose or treat the child's illness and may advocate for invasive care. In addition, not all MBP abusers aggressively seek invasive interventions. In fact, some might avoid needed interventions as a way of exacerbating pre-existing illness states.
Overly familiar with physicians or staff members. Many MBP mothers refer to their physicians in a very casual manner, as if they were colleagues, and some of the mothers have befriended their physicians (and other health care providers), seeing them socially and bringing them gifts. Again, this behavior sometimes occurs with non-MBP mothers as well.
Seems to enjoy excitement and being in the "spotlight." Lots of people enjoy beingin the spotlight and having attention. However, this seems to be especially true for some (but not all) mothers who engage in MBP behaviors. They seek attention and sometimes secondarily gain (such as money) in the media, from highprofile public figures, in the legal arena, within their own community, and/or from friends and family.
Interest or expertise in medicine. It has been noted that many MBP parents appear to have medical trainingor desire a career in the medical field (Bools et al., 1994; Rosenberg, 1987) . Because parents of chronically ill children may become experts in their child's treatment, it is sometimes helpful to clarify if the parent's medical expertise occurred as a result of the child's illness or if it preceded the illness. Of course, the children of health care providers can become legitimately ill, and not all MBP mothers have medical expertise.
Predicts deteriorations or relapses. Any mother with a chronically ill child may be able to predict the child's symptoms based on her experience with the child's illness and her attention to detail. In the case of MBP, parents have been known to predict deteriorations or relapses that would be seen as nearly impossible to predict or highly unlikely to occur.
Father rarely or briefly seen. For the most part, the fathers of MBP victims have been reported to be passive and perhaps psychologically unavailable (Schreier & Libow, 1993) . Others have found a pattern in which the child becomes ill just as the father is about to leave on a trip, thus forcing the father to remain home. Given the role of fathers in our culture, however, it is not unusual that physicians rarely or briefly see fathers of truly ill children.
The signs and symptoms of a child's illness are related to the presence of the suspected abuser. Although an MBP victim may only experience symptoms in the presence of the parent, there are at least three other explanations related to this pattern that need to be assessed. First, it is not uncommon for parents of seriously ill children to be the first ones to identify symptoms in their children, simply because they are more attentive to detail. Second, it is not uncommon for children with somatoform disorders to have exacerbations in symptoms, or for children to express more distress, in the presence of their parents. Third, it is possible to observe symptoms, despite the absence of the parent, in cases of true MBP. Examples include (a) the parent poisons the child or alters the treatment being provided (for example, an intravenous infusion) and then leaves, (b) the child is actively colludingwith the illness falsification, or (c) the MBP victim has comorbid (or iatrogenic) psychiatric or medical problems that result in symptoms.
DOES THE ABUSER HAVE A FACTITIOUS DISORDER?
Medical record review alone can be used to determine the likely presence of child abuse (illness falsification or other form of medical abuse or neglect). However, to determine if the suspected abuser has factitious disorder, NOS, allowingthe illness falsification behavior to be labeled MBP, a psychiatric evaluation of the mother is usually necessary to rule out other forms of psychopathology. Even when a mother confesses to and accurately describes MBP behavior and related motivation, it may be necessary to assess her functioning as it may relate to sentencing and treatment prognosis. Another use for a psychiatric evaluation is to gather information that will be helpful for reunification and treatment recommendations.
There is no consistent psychological profile of someone who has engaged in MBP behaviors (Parnell, 1998) . Many MBP parents have the ability to appear normal, if not superior, as parents. Therefore, it is not unusual that a psychiatric interview and/or psychological testing may not indicate any psychopathology at all. As mentioned above, the usefulness of the psychological data comes not in determiningif illness falsification occurred but in regard to diagnostic considerations, treatment approach, and prognosis. Illness falsification cannot be ruled out on the basis of a psychiatric assessment alone.
Several authors have reported on psychological testing results of women accused of MBP (Palmer & Yoshimura, 1984; Parnell, 1998; Rosen et al., 1983; Schreier & Libow, 1993) . The most consistent findings are that the women tested tended to be outwardly conforming, somewhat moralistic, and quite interested in social approval but also tended to have a superficial understanding of social dynamics, a limited store of general information (with the exception of medical knowledge), and poor abstract abilities. They were fairly concrete in their thinking with little insight into their behaviors. The defense mechanisms of denial and repression were quite common. They tended to have shallow relationships, and they viewed those around them as unsupportive and demanding. Other psychological testing findings have included cognitive slippage and other reality distortion (without frank psychosis), difficulty modulating emotions with significant efforts to avoid affect, passive-aggressive tendencies, overutilization of reaction formation and of dissociation of affect, rigidity and inflexibility in thinking, self-centeredness, and passivity and dependence. More overt distress has been measured duringthe course of meaningful psychotherapy treatment (Parnell, 1998) . Bools et al. (1994) reported retrospectively on the histories of 47 MBP mothers (they had complete psychiatric histories for all the mothers, and they extensively interviewed 19 of them). Of the 47, many of whom were illness inducers, they found that 72% had histories of a somatoform or factitious disorder, 21% had a history of substance misuse, 55% had histories of self-destructive behaviors (i.e., cutting, overdose of medication), and 89% had a personality disorder. They discovered that 5 of the 19 women they interviewed (26%) had histories of learning problems.
Differential Diagnosis
There have been a number of suspected MBP cases that, with further evaluation, were found to be true rare medical problems, false allegations during custody or other legal disputes, medical abuse or neglect of another type, or some other problem.
Psychotic Disorders
As discussed above, no evidence suggests that MBP parents have psychotic thought process driving the abusive behavior. Covert videotape has at times documented very planful and intentional deception. Although it is possible for an MBP mother to have an unrelated psychotic process (for example, auditory hallucinations tellingher she is a bad person), medical overutilization based on a delusional belief rules out the diagnosis of factitious disorder, NOS. The most common example of this we have seen in our clinical practice is fathers who have the delusional belief that their children have been infected with parasites. Again, in attempting to differentiate these presentations, it is critical to assess for the presence of falsification and intentional deceptions, the cornerstone of factitious disorders. Although a delusional parent such as the one just described will sometimes report symptoms not observed by clinicians, they will typically point to normal variation in the skin as evidence of the parasites and accurately report that 10 previous physicians did not believe the child had them.
Anxiety Disorders and Vulnerable Child Syndrome
It is possible for abusers to have a comorbid anxiety disorder in cases of MBP. In addition, overanxious mothers may appear to falsify illness if medical staff members do not see the problems reported by the mother. Although an anxiety disorder can lead to medical abuse, it is only MBP if intentional deception has occurred. For example, a hypochondriacal mother might unintentionally overreact to the normal physical functioningof her child. If her behavior leads to unnecessary and invasive medical interventions, her behavior might be considered abusive even though it is not technically MBP. We have had two mothers with obsessive-compulsive disorders focused on physical functioning. In both cases, their behavior led to abusive overmedicalization of their children, but it was not MBP because they did not intentionally falsify information.
In the case of vulnerable child syndrome, due to an early traumatic event, a mother may experience the genuine fear that her baby may not survive (Green & Solnit, 1964) . Consequently, she sees the child as vulnerable and is more concerned than needed about his health. These women, like other overly anxious mothers, however, do not routinely falsify illness. Conversely, several researchers have found that some MBP mothers have created problems during their pregnancies, making the distinction between vulnerable child and MBP especially difficult. Porter, Heitsch, and Miller (1994) believed the mother they evaluated induced premature rupture of the fetal membranes resulting in the birth of infected twin infants who subsequently died. Another mother admitted inducingher delivery with a knittingneedle and later engaging in MBP behaviors with the child (Goss & McDougall, 1992) . Several authors (Alexander, Smith, & Stevenson, 1990; Outwater, Lipnick, Luban, Ravenscroft, & Furley, 1981; Pickford, Buchanan, & McLaughlan, 1988; Waller, 1983) have reported fetal demise of siblings of children victims of MBP.
Eating and Feeding Disorders
Failure to thrive refers to a situation in which a child has a growth pattern that is considered to be subnormal (O'Brien, Repp, Williams, & Christophersen, 1991) . There are a variety of reasons why a child may fail to grow. Medical causes, such as intestinal malabsorption, must be evaluated to determine any organic contributions. In the case of MBP, the parent may falsify the dietary history, indicating that the child is receivingmore calories than is actually being given. The child may also be given emetics or laxatives, which lead to vomitingor diarrhea, thus causing the child to lose weight. Many times, dietary challenging and close monitoring of the child in a protective settingis necessary to determine if the child is able to gain weight.
We have also seen a number of mothers who had eating disorders themselves and children who were malnourished. If they falsified symptoms, this may be indicative of MBP. When there were clear distortions in appropriate feedingrequirements or practices and distorted perceptions about the child's weight but no evidence of illness falsification, a conclusion of MBP was not made (although appropriate intervention to ensure the health of the child was still indicated).
Somatoform Disorders
As indicated above, it is very possible for this diagnosis to co-exist with factitious disorder in the abuser. And, making diagnosis especially difficult, it is not uncommon among older victims of MBP abuse to develop their own somatoform or factitious disorders (Croft & Jervis, 1989; Sanders, 1995) . For example, we have seen a number of wheelchair-bound adolescent MBP victims, with reports of symptoms suggestive of a neurological disorder with no objective evidence of neurological disease and who were quickly rehabilitated after beingseparated from the abuser. We have also witnessed cases of parents refusingtreatment for their child with a somatoform disorder due to the stigma attached to a psychiatric disorder. Although this behavior might constitute medical neglect, treatment refusal in and of itself is not illness falsification.
Malingering
It is possible for this diagnosis to co-exist with factitious disorder, NOS, when there is evidence of secondary gain with the primary goal of the illness falsification being the medical attention itself. For example, in one of our cases, upon discovery of the MBP as well as the mother's illness falsification in herself, we also discovered that the mother had lodged several legal suits for neglect in regard to various injuries she had self-reported. However, obtainingmoney appeared to be secondary to the primary motivation of obtainingmedical care. In contrast, another parent was determined to be malingering because she was presentingher son as ill to obtain drugprescriptions for herself with no apparent psychological needs being met by the medical contact itself. Although determiningthe primary motivation is often quite difficult, persistent factitious seeking of medical care, above and beyond that which is necessary to obtain the secondary gains rewards, suggests a primary motivation related to psychological needs.
WHAT ARE APPROPRIATE CASE MANAGEMENT AND TREATMENT RECOMMENDATIONS?
Surviving victims of MBP may have suffered from fear, pain, suffering, and loss of normal attachment, development, growth, social interactions, and academic experiences. They may have temporary or permanent physical and/or psychological disfigurement or impairment as the result of medications, procedures, surgeries, and complications and/or significant psychological problems (Ayoub, 1999; Bools, Neale, & Meadow, 1993; Bursch, 1999) . Significant improvements can often be gained in short periods of time with appropriate interventions targeting each of these issues.
Team Approach
To meet the acute and ongoing needs of the child and family, a treatment team should be put into place that would include child protection, foster care parents, physicians, and therapists. This team must have open and continual communication. The court should be strongly encouraged to insist that all parties involved in this case are thoroughly prepared by understandingthe diagnosis and havingcommunication with all other parties. Experience has shown that this is a critical element to a successful assessment and management of families suspected of MBP. They should also minimally receive (a) a summary of the child's medical history and how the finding of MBP was determined, (b) relevant court orders, and (c) more detailed information as it is relevant to each specialist.
Placement
The very real risk of death or continued abuse for many MBP victims is important to consider when weighing the rights of the parents against the safety of the child with regard to decisions about placement of the child following the abuse report. Foster home placement is usually indicated to ensure complete safety of the child. In most cases, the child is not safe with the abuser, the abuser's spouse, or any other relative. Careful evaluation of friends or family is essential if they are considered possible caregivers. Ideally, only a relative or friend who is in sufficient agreement with the suspicion of MBP to believe the child must be protected from the suspected abuser, and who has the ability to protect the child from the suspected abuser, should be considered an appropriate alternative caregiver. Often, the reporting party has important information regarding the suitability of other related caregivers.
Caregivers who take the child into placement should be aware of the need to closely monitor any visits with the alleged abuser due to the possibility that abuse may continue surreptitiously. The caregiver must not leave the child alone with the alleged perpetrator at any time or allow the alleged abuser to give the child anythingto eat or drink. If relatives do take the child into placement, they should be aware that they might become targets for anger and hostility from the alleged abuser and other family members who may support the alleged perpetrator. Certainly, siblings must also be assessed for safety and may also need to be removed from the home and placed in care.
Risk to Child
It is important as recommendations are made regarding reunification, visitations, medical followup, and closure of a case that the seriousness of MBP behavior be kept in mind. It is not unusual for an MBP parent to refrain from MBP behaviors while under supervision. It is common for MBP behaviors to resume over time, however, when there has not been successful treatment. Of six MBP children followed by McGuire and Feldman (1989) , five continued to be abused after referral to child protective services and all six continued to be abused during and after the abuser had participated in psychotherapy. There is evidence that treatment has been successful in some cases, especially when the parent has been able to acknowledge her abusive behaviors and have empathy for her victims (Sanders, 1996) . Parents truly interested in their child's safety are usually open to monitoring and support. In cases of extreme MBP, complete denial, hostility, threats of lawsuits, and the garnering of outside support is most frequently observed (Kinscherff & Famularo, 1991) .
For most cases, consideringthe child's use of medical services before social services intervention compared to the child's use of services duringseparation from the abuser is a helpful indicator of risk. Thus, a child who had significant medical intervention or impairment before separation (doctor's visits, use of medications, low functioning, or hospitalizations) and little or no medical intervention or impairment during separation is at greater risk if returned to the abuser. There is danger in relying on the child's medical status duringunsupervised visitations or while the child is in the custody of a relative or family friend. Abuse often reoccurs over time and once external monitoringhas ceased. In addition, it sometimes continues with the conscious or unconscious collusion of other family members or family friends who have temporary custody. 
Health Care Needs of the Child
Whether reunification occurs or not, it is recommended that the parents be required to engage in a medical monitoring plan. This plan is designed to quickly identify any reoccurrence of MBP behaviors that may take place with present or future children. Parents must agree to authorize all medical treatment through a primary physician (preferably the physician who identified the MBP behaviors) with a second physician back up, such that all treatment is authorized by one of these two physicians only. In essence, the physician team agrees to take on the responsibility of monitoring the family's access to medical care throughout the childhood years of all the present and future children.
Minimally, the two pediatricians should be provided (a) the relevant medical history of child, (b) a summary of the MBP evaluation, and (c) MBP experience or access to someone with MBP expertise. The pediatricians should (a) monitor the child's health and, if the child becomes ill, treat or refer the child for appropriate care; (b) assess the child's development; and (c) answer medical questions. The abuser should not administer any medication or otherwise medically manipulate the child without consulting with the pediatrician. If the child is in the custody of the abuser, arrangements can sometimes be made with insurance companies so that any attempts at utilizing their insurance to seek care outside this arrangement can be reported. The diagnosing professionals should be included in the long-term evaluation of the family if possible.
School
Efforts should be made to normalize the child's academic life as much as possible. The goal should be for the child to attend regular classes full-time with no visits to the school nurse for fabricated illness and no excuses to miss physical education for fabricated illness. The primary pediatrician can help the school determine real illness from fabricated illness. Often, victims of MBP are significantly behind in their schoolwork and require an individual education program and resource classes to catch up. The school should be made aware of the diagnosis to allow them to monitor as well. Cognitive and educational testing is extremely useful to determine the abilities and needs of the child. Home schooling is typically strongly contraindicated.
Psychotherapy for Child
Mental health professionals evaluating or treating a suspected MBP family should have training and experience, or access to someone with training and experience, with MBP. Common therapeutic challenges addressed in psychotherapy with MBP victims include denial of abuse, intense anger, enmeshment, attachment, dominance versus self-efficacy in relationships, control over one's body, sick-role behavior, post-traumatic stress disorder (especially in medical settings), self-esteem, defining family relationships, and immense grief. Psychotherapy that is initially based on objectively reviewing facts (such as medical record or court document review and observations of improvements in health and functioning) can be an effective way to assist the older child in addressing their own denial and misperceptions. Once the child has a reformulated understanding of the past, they can then more readily cognitively link the other challenges listed above to past experiences (Bursch, 1999) . For children who are not ready for fact review, storytellingand play therapy can be a less threatening way to begin.
Psychotherapy for the Abuser and Spouse
In general, those abusers who admit MBP are considered to be more likely to benefit from psychotherapy. Similar to other forms of child abuse, some indicators of successful treatment include (a) the abuser CHILD MALTREATMENT / MAY 2002 admits to the abuse and has been able to describe specifically how she abused her child, (b) the abuser has experienced an appropriate emotional response to her behaviors and the harm they have caused her child, (c) she has developed strategies to better identify and manage her needs to avoid abusing her child in the future, and (d) she has demonstrated these skills, with monitoring, over a significant period of time. It is often important that the partners of the suspected abusers also be included in therapy as they have frequently either colluded with the abuser (consciously or unconsciously) or for other reasons been unable to protect their child.
Treatment approaches vary in the theoretical framework employed and in the degree of confrontation used, but they all include efforts to increase awareness and to reduce the risk of relapse. For example, one therapy approach with individuals who have allegedly engaged in MBP behaviors includes the coconstruction of the story of how the parent proceeded down the path of engaging in MBP behaviors and the creation of an alternative story, which does not allow the MBP behaviors to occur in the future. Through the construction of this story, the parent may then be able to acknowledge her behaviors and provide for safety in the future (Sanders, 1996) .
The offending parent may engage in couples and dyadic therapies with the children as they move toward reunification. If reunification were not possible, the child would not be introduced to the dyadic therapy with the offender. The child's therapist may find it in the best interest of the child to have some conjoint sessions with the parents. These sessions may be helpful to the child if the parent is able to acknowledge her MBP behaviors and take responsibility for her behaviors with the child. This may also give the child the opportunity to ask questions of the parent, which the therapist can help the mother answer.
There is no set time limit that would dictate when treatment has or has not been effective. If the parent is involved with the courts, it is likely that there will be scheduled court dates at which time the therapist will be asked to report on treatment progress. Minimally, it is recommended that the parent be expected to make meaningful progress for the case to remain open. For example, if the parent is not able to take any responsibility for her actions in a timely manner (within 6 to 12 months of the start of therapy), this could be considered a lack of meaningful progress (depending on the details of the case). The parent may go on to have other children; thus, if some progress is beingmade, continued therapy is highly recommended for the protection of future children. If the court is assessing the possibility of reunification, the parent should be reevaluated to assess readiness to reunify. The therapist should not also be the court evaluator if at all possible. Ideally, the initial evaluator should reevaluate the parent. Pendingcriminal cases can inhibit progress in psychotherapy due to fears of prosecution if abusive behavior is admitted.
Again, mental health professionals evaluating or treatinga suspected MBP family should have training and experience, or access to someone with training and experience, with MBP. We have experienced some success in our treatment efforts with our clinical population, as have others across the country. Needless to say, the numbers of treatment successes are quite small, and the empirical research is currently case based.
Professionals and relatives who believe that the child was victimized and who are able to act if they believe that abuse has occurred again can serve as critical safeguards to the child's long-term safety. There is danger in recommending that such people not be allowed to monitor the child's health.
Reunification
In his article "The Untreatable Family," Jones (1987) listed some predictors associated with poor outcome. These include parental factors of a history of severe childhood abuse, persistent denial of abusive behavior, refusal to accept help, severe personality disorder, mental handicap, psychosis, and alcohol/ drugabuse. An especially poor prognosis for successful reunification includes the parent's lack of empathy for the child, inability to put the child's needs first, and severe forms of abuse. He reported that nonaccidental poisoning and MBP are both associated with poor prognosis and involve significant mortality for the child as well as a high proportion of families that prove resistant to treatment efforts.
If partial or no progress has been made in therapy, reunification is not recommended. If it appears that progress is not being made in a timely manner (perhaps within 6 months), the court might consider a more rapid progression toward termination of parental rights as it may not be likely that the parent would be able to reunify with the child. If significant progress has been made in therapy (as outlined earlier), reunification may be considered. In such cases, a slow progression of increasing monitored and unmonitored visits is recommended. If the child's health care needs increase during a particular level of contact with the child, without verification from the primary physician that the illness is genuine, it is likely too soon to consider reunification. Reunification, if it is attempted, should occur over a significant period of time with support and monitoring in place. Gen-erally, the greater the previous abuse to the child, the greater the future risks to the child. The level of monitoringshould reflect the degree of risk if reunification is considered. Due to the extreme difficulty of treating MBP abusers, reunification failures should be expected. Termination of parental rights is recommended if the abuser does not make significant progress in psychotherapy.
Long-Term Social Services Follow-Up
Such follow-up, over a period of years, which includes regular communication with the child's pediatrician and school, is strongly recommended. The ability of the parent to refrain from future MBP abuse is proven over a significant amount of time (years). Even if it appears that the family is out of danger, it is critical to consider that appearances are often tragically misleading in MBP cases. Once educated about how MBP is evaluated and diagnosed, some offenders may become more adept at eluding detection. The courts may recommend a lengthy probation period of many years during which the offender would need to receive permission to move or travel out of the jurisdiction without court authorization. Even those few families that appear to experience meaningful change in psychotherapy need monitoring structures (such as probation and/or continued therapeutic contact) in place over time to help them stay on track. 
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